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	 The world’s population is ageing. Around the 
globe, the proportion of the population aged >60 
will rise from 10 per cent in 2005 to 22 per cent by 
mid-century1. Presently, people >85 yr comprise 
the fastest growing age group, and a lifespan of 100 
years for women will become commonplace in the 
developed world2. However, the bulk of the increase 
is occurring in developing countries, where general 
declines in mortality rates largely achieved are being 
met by dropping fertility rates in regions undergoing 
demographic and epidemiologic transition. While 
within India these transitions are in different stages and 
occurring at different rates3, the population aged 60 or 
over will triple from an estimated 96 million in 2011 to 
over 316 million by mid-century, comprising about 20 
per cent of the population; in the same period, India’s 
80-plus population will quintuple4. 

	 It is thus fitting that the theme of World Health 
Day this April 7 is “Ageing and Health”, both as a 
reminder of what has been achieved, and what is 
left to do. Population ageing is the consequence of 
improved living standards and medical and public 
health successes such as control of communicable 
diseases and improvements in child and maternal 
health. Although the WHO notes, “population aging is 
transforming societies, domestic living arrangements, 
care and support of older family members, the training 
of healthcare providers, and the delivery and social and 
health services5”, yet, even in relatively wealthy, fully 
industrialized Western countries wherein population 
transitions have been long unfolding and are complete, 
it can hardly be said that these issues have been worked 
through. With respect to medical training and care in the 
U.S., there is still inadequate attention to development 
of a professional workforce competent in geriatric 
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care6, and much of the healthcare system remains ill 
adapted to the needs of older patients7-9. More alarming, 
however, is the acceleration of population transition in 
the developing world - including South Asia - meaning 
that these countries have much less time to achieve 
the transformations of social, economic and health 
systems necessary to maintain the health and quality 
of life of older people5,10. The global challenge is being 
addressed by the WHO’s Integrated Response of Health 
Care Systems to Rapid Population Ageing [INTRA] 
Programme6, and in India by the National Rural Health 
Mission and the National Programme for the Health 
Care of the Elderly11. These efforts alone will likely 
be insufficient. Urgently needed is a programme of 
knowledge transfer for geriatric care to match the rising 
needs12. 

	 While health and well-being of elderly people 
depends upon broader social and economic support 
and development, geriatric medical research is 
making firm contributions to the base of practical 
knowledge available to support needed reforms. As 
non-communicable diseases become a greater part 
of the total chronic disease burden of older patients, 
geriatric assessment and management principles-
sometimes implemented by multi-professional practice 
teams - are improving care processes and outcomes 
of older patients whose multidimensional health 
status, medication and treatment tolerance, competing 
risks, and care preferences must be accounted for to 
determine appropriate treatment. Gero-orthopaedic 
co-management of acute hip fracture is one area of 
such progress13. In a related vein, there is evidence 
that post-repair comprehensive geriatric assessment 
and targeted multi-component treatment emphasizing 
high-intensity resistance training substantially reduces 
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one-year mortality and nursing-home placement 
while decreasing disability in older hip-fracture 
patients - some of whom are “frail”14. Geriatricians 
have come to understand frailty as “a state of high 
vulnerability for adverse health outcomes, including 
disability, dependency, falls, need for long-term care, 
and mortality…theorized to result from age- and/or 
disease-associated physiologic accumulation of sub-
threshold decrements affecting multiple physiologic 
systems, and detectable by looking at clinical, 
functional, behavioral and biological markers15.” In 
the aforementioned strength-training trial in older hip-
fracture patients, targeted interventions included gait/
balance training, osteoporosis, nutrition, vitamin D/
calcium, depression, cognition, vision, home safety, 
polypharmacy, hip protectors, self-efficacy and social 
support. It was shown that these interventions were 
associated with observed improvement in disability 
measures14. The implication is that efforts to address 
frailty risk in older hip fracture patients after hospital 
discharge and “standard” rehabilitation can be highly 
efficacious. 

	 Such demonstrations of clinical progress help 
reverse the historical tendency in medicine - as in 
society - to use adjectives like “frail”, “disabled”, 
“impaired”, “chronically, co-morbidly ill”, and “old” 
interchangeably and sometimes pejoratively. In fact, 
they underscore the need to clarify the concepts of 
and linkages between co-morbidity, disability, frailty 
and other geriatric syndromes15,16. Co-morbidity - 
not exclusive to but highly relevant in many elderly 
patients has been traditionally defined as the co-
existence in the same patient of two or more diagnosed 
diseases15. However, research attention to multiple 
co-occurring conditions, versus the usual regard for 
a single diagnosis as primary and add-on conditions 
as effect modifiers, reveals their relationships with 
incident disability and emergent system impairments 
and geriatrics syndromes17,18. Epidemiologically, some 
diseases or conditions have greater or lesser likelihoods 
of co-occurrence, and may be synergistic in their 
effects. For the development of mobility disability, it 
has been observed that the risks posed by heart disease 
alone (Odds ratio = 2.3), and by osteoarthritis alone 
(OR=4.3), are considerably less than by the combination 
(OR = 13.6)19. Are convergent mechanisms responsible 
for this, and how, more precisely? Does heart disease 
lead to mobility disability through loss of exercise 
tolerance, and osteoarthritis through pain, disuse, 
muscle weakness, and loss of exercise tolerance? 

	 As in the frailty phenotype, the classification and 
development of research on other geriatric syndromes 
(such as falls, delirium, and incontinence) is being 
addressed to good practical effect20-22. These syndromes 
are conceptualized as “multifactorial health conditions 
that occur when the accumulated effects of impairments 
in multiple systems render [an older] person vulnerable 
to situational challenges16”. Their casting as phenotypes 
(observable characteristics of an individual determined 
by the genotype and environment) lends to them a 
cautious, rigorous, incremental approach to definition. 
Ongoing work is elucidating the multiple aetiological 
factors and interacting pathogenetic pathways 
associated with particular phenotypes or outcomes 
such as incontinence, delirium or falls, among others. 

	 Geriatrics addresses health complexities outside 
of biological processes, by weighing the effects of 
social, psychological, and environmental factors 
on the manifestations in older patients of multiple 
morbidity, system impairments, geriatric syndromes, 
and disabilities. This brings us full circle to the social, 
economic, formal and informal sources of health and 
well-being of older populations. As elsewhere, the 
development of geriatrics and geriatric systems of care 
in India will benefit from the expeditious adoption of 
established geriatric assessment technologies23, and 
related research, practice and training paradigms6. 
However, this development must be fully accommodated 
to the greatly diverse cultures, values and resources 
of the country. Both will be needed if the promise of 
“Ageing and Health” will be kept.
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